
APPLICATION FORM FOR ASSISTANCE (Healthcare)
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Building block of life.APPLICATION No.:
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AGEYET.RS 3Ig-e{ I Ex fo'rNAME ofAPPLICANT:
enlq-{. sr irc
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frdrmgq sr arq

MARRTED (ffi) , UNMARRTED (qffi)
TOTALANNUAL INCOME :

q6 qrffi-i5, 3rq
(Attach Proof of lncome)
(qrc 6,r stH qdq)

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabl
flr 3[Fr qrq 61 srdr t (qI q-q 6r sH cr Hd m tflrFi'wrtl EI

FAMTLY DETATLS cRsR
Name of Family lllember
qft-dnds<dmwq

ASSISTANCE (Tick whichever is applicable)

Any other
Basis/Proof

wq qt{ sRq

BPL Card
(Attach Card Copy)

,r{-fr tq1 d *i cq"r.rd
(yrrm Er q1 em cft verq ctr

EWS Certificate
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Ration Card
(Attach Gopy)

Bcdffir 6d
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"PURPOSE" for REQUESTING ASSISTANCE:

v6r{rdrtgHrdffi6s$sq3

ASSISTANCE BEING AVAILED for SAME

W s(isc * *-(s+{ irrl rreFrdr ffi erq d( t fdqt rrct d?
AMOUNT ofASSISTANCE BEING AVAILED

d rr{ wr+o rwfr
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DECLARATIoN byAPPLICANT: qr+({, gm $qun q;
1) I hereby confirm that all details in this Form are True to the best of my knowledgd. Any false statement will render my Application & ongoing assistance, if any,

liable for rejection/cancellation.
2) I solemnly confirm that .r.i.1in"", if received from Koshika Foundation, will be used only for the "purpose', as stated in this Form, for which such assistance

was requested bY me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the

for whiqh this assistance is requested.

l){dcon6rdrtfswyr6qnfdrr+qqtfqr<q+tsrrorfr+qdsrTflccu-frtrqRst{fi-d{"rqqqqicrur6cqrqlqldltdtfiseFflfr{RdqTqF&
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3)tyfu6rdTtffitqsF6mdrtgl-5msiilqlTi*,scrrRrmsrfrroqIn.*'ofrr$ffierqdd/ftd-{6rdcrqq-frnrdfuqrteiRqfrqfqe{tnt

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

usetpublish/put-up/reproduce ,y n"r", address, photo & detaiti oi tne "purpose", for which such assistance 
't 

t":Y,::t119::.1t:"1.tljli?1.'il

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. such use of my photo a oetans can be made b! xoshira Foundation before or after my treatment or fulfilment of the "purpose'

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted'

will not automatically entiile me for receiving or continuing the said 
"rii.trn"". 

The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decisidn is this regard will be final and acceptable to me.
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2) t (qr+ffi) {s qI( t F{m tf6 *{r r{, Tflr, c+A *{ f{dor d f+ verznr + E(tdr g vffi t 5i r{tt 1r6Frdl i6'l wqR Tfr T{rdll Es sEirl {
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

qr+ffi S rRITqrr qt eir$ ei furn

By affixing hereunder, signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospitallhereby affirm & accept following-: r,nn ^- ^-", ^+h^, -^,,, a f,nrrha c,ma hrtienr/nrcc es welnospr*u trErtuv qrrrr rrr ' '"rilyi;ffiilffitrr" avail of hnancial assistance from another NGo or any other source, for the same patienucase, as we are
I ) that we neither are Presel
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part oiin tuit, then the Hospitaiiese.ei ii" right to rike up th6 shortfall from another NGO or any other source' This

confirmation essentialty states that the Hospital wil not avair inv orprq"t" assistance ior the same patienucase. from any other NGO or any other source'

2) The assistance from Koshika Foundation is onry nnantiai in riaiurl. The choice of the treatmenUrroeed-ure advised/conducted by the Hospital on the

patient, is based on the arrangement between ttre patieni'a iir" ioipGr, and is in no way influencdt by.xoslit<a Foundation. Hence, the Hospital will

assume sole & comptete responsibility of the treatment a irs out"onie &iafety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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